Introduction
The Brazil´s National Oral Health Policy (BNOHP), Smiling Brazil, implemented in 2004, comprises, in the individual and collective spheres, a set of actions for promotion of health, prevention of diseases, diagnosis, treatment and rehabilitation 1, 2 . Generally speaking, the larger goal of BNOHP is social inclusion, expanding access to dental care to all Brazilians 1 . For both, such a policy has six axes structuring: reorganization of primary oral health care, with magnification of oral health teams in the family health strategy; expansion and qualification of specialized attention; assistance in tertiary attention; promotion and prevention; restructuring and qualification; surveillance, monitoring and evaluation 3 . In this sense of qualification and expansion of public dental assistance of medium complexity, the Dental Specialties Center (DSC) have been set up. These centers are classified in the Brazilian Registry of Health (BRHE) as specialized clinic or outpatient specialty and are responsible for public medium-complexity assistance 4 . They can perform in 3 distinct categories: DSC type I (with 3 dental chairs), type II (with 4 to 6 dental chairs) and type III (with 7 or more dental chairs) 5 . The DSC must work 40 hours a week and offer, minimally, advanced oral diagnostic actions, specialized periodontics, minor oral surgery, Endodontics and service to people with special needs 6 . Other procedures can be made available in these Centers such as prosthetic rehabilitation, orthodontic treatment and dental implants in accordance with the demands of the welfare population 7 . As the Smiling Brazil, the DSC represent a social achievement of the universal right to health. This right claims arising from health reform movement in the years 70, national oral health conference (NOHC), initiated in 1986 8 , and latest events in our history. Such events are the disclosure of the document "Zero hunger and mouth full of Teeth" and the conclusion of the epidemiological survey Oral Health Brazil 2003.
In essence, the "Zero Hunger and teeth-filled mouth" sought to link the need for an appropriate oral health condition to the priority on the political agenda of the current Government, the fight against hunger. So, the idea that it was necessary to have teeth to chew and reduce hunger in Brazil wins political force 9 . In turn, the Oral Health Brazil 2003 highlights the morbidity from the precarious access of significant portion of Brazilians to dental care as early dental loss 10 . Disability access comes from an excluding policy before the Brazilian Unified National Health System (BUNHS), when assistance actions were aimed primarily at children and the elderly and adult population were restricted to emergency services. Thus, prevailed a mutilator assistance model with low resolution 8 . The consequences of this care model are still present in the population which concentrates considerable levels of young people with dental loss and edentulous seniors without access to rehabilitation 11 . In view of the social role of DSC on reducing inequities in access to specialized dental services and thus provide reductions in morbidity related to oral health, these services should be evaluated for the continuous improvement of its performance. However, there wasn't, until then in Brazil, DSC evaluation policy. Recently, in February 2013, the federal Government expanded the national program for the improvement of accessand quality (NPIAQ) to the DSC (DSC-NPIAQ) as a strategy for qualification of specialized services in oral health 12 . However, in its first phase, the evaluation will continue based on the productivity of these centers. In this way, there is no consistent methodologies then able to identify weaknesses and potentialities that serve as subsidy for the management 13 . Nevertheless, in the scientific literature there is a paucity of studies about oral health assessment in the specialized attention, according to the results of the study of Colussi and Calvo 14 . These authors conducted a systematic review of evaluation studies of oral health in electronic databases, in October 2009, and found only four studies evaluating aspects relating to centers of dental specialties, being two dissertations 15, 16 and two articles 17, 18 . In this way, the aim of this work is to analyze the performance assessment studies of dental specialties centers to thus identify factors possibly related to the performance of these centers.
method and results
In an attempt to explore the panorama of publications about evaluation of oral health services, within the framework of secondary attention, an integrative review in electronic database was performed.
First, a search was held in the Lilacs database, in the period from June to October 2013, to verify the amount of publications focusing on the DSC, regardless of the purpose of the publication include the evaluation of services. The following was done reading the titles and summaries to review if the publications could encompass the theme of evaluation services in DSC, more specifically the assessment of performance.
A search performance evaluation considering the economic factors, educational and social inequalities that influence in achieving the goals and objectives of health services 19 . This is because the performance refers to the range of targets, the adaptability, maintenance and creation of new organizational values; the generation of quality products in accordance with established plans; and relevant indicators 20 . Therefore, an assessment of health services under the focus of the performance, you can size the quality of services provided and their variation between geographical areas and social groups, as well as verifying the adherence and conformity of the service by the current legislation.
Thus, the possible performance assessment references were selected for full read and verify that attended, in fact, the criterion for inclusion. If the reference had as objective the evaluation of DSC performance, this would be included in the Integrative review.
It was subsequently performed a search on MedLine database. Thus, it was conduced the reading of the titles and summaries of references found in MedLine to verify that the objective of the study was the evaluation of secondary oral health care services or the construction of evaluation instruments for this level of attention.
However, from the 51 references collected by 3rd search strategy, only 01 answering search objectives 21 . As for the fourth strategy, from the 20 references, only 01 addressed the theme of evaluation of oral health services specialists, because it is a review of the literature conducted in order to identify the studies published and indexed on the evaluation of dental care in the databases BBO, Lilacs, MedLine and SciELO, in October 2009 14 . In turn, the fifth strategy identified the article from Goes et al. 21 as the third strategy. However, such reference had already been captured in the Lilacs (strategy 3). Therefore, the total of the references (n = 13) included in this review were captured in Lilacs data base.
The search strategies used in Lilacs and MedLine databases, as well as the quantification of the references found, selected, deleted and included in this integrative review are described in Figure 1 .
In turn, the identification of the selected references that subsidize this integrative review discussion is present in Chart 1.
In addition to these references, other subsidized the discussion of this study. Thus, Deitos 15 , Souza 16 and Martelli 22 were captured through Colussi and Calvo (2012) 14 and Zaitter et al. 23 were referenced by studies obtained in search strategy that met the inclusion criteria. Finally, Fortuna
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, captured on search strategy, although they do not constitute performance assessment study of DSC per se, was quoted in the discussion by addressing issues relevant to the theme of the performance.
Discussion
The references collected used different approaches to measuring the performance of the DSC. Including, 06 references use assessment tools developed specifically for performance of DSC; the Global Compliance Indicator Targets-GCIT 17 and the questionnaire for evaluating the quality of oral health services -QEOHS 25 . We must emphasize that the DSC, created in 2005, are relatively recent health services. However, we observed a tendency of growth of publications that have the DSC as object in view of its social relevance and the expansion of the evaluation services in governmental political agendas. In Brazil, the most current Government initiative is the establishment of the DSC-NPIAQ. However, it is necessary to continue research about the DSC and other health services, since evaluation is an ongoing process that needs to respond to current needs, management of health professionals and the general public, and these needs are in a constant process of change.
From this point of view, searches can find weaknesses in the work process of the services that compromise their organizational mission. Specifically, the Northeast region concentrated both the largest number of DSC as of family health teams.
Thus, we could infer that the equity principle has guided the dissemination of these centers because the Northeast concentrates big deficiencies Technical quality and satisfaction related to dentures.
Satisfaction of users of centers assisted dental specialties of the city of Recife, Pernambuco, Brazil.
Secondary attention in oral health and the implementation of dental specialties in a northeastern State, Brazil. . However, in addition to the question relating to the equity, the highest concentration of DSC in the Brazilian Northeast would be related Construction of secondary attention in oral health: a study about the centers of dental specialties in Pernambuco, Brazil
Goal
Features of access and use of dental services in medium-sized cities Secondary care information in dentistry for evaluation of models of health care.
Evaluate secondary oral health attention of the DSC.
Evaluate the supply and use of the services of four DSC of Bahia and propose an ambulatory production standard by specialties.
Analyzing factors related to completeness in oral healthcare DSC in accordance with the principles of BNOHP.
Assess dental specialties centers of Pernambuco from the data of SIA-SUS Describe the main features of access and utilization of basic dental services and specialized in two medium-sized municipalities in Bahia with 100% coverage of the family health Strategy.
Assess the basic attention models existing oral health in the city of Marília/SP through information regarding secondary attention in dentistry, in accordance with the principle of completeness.
Instrument/performance evaluation forms
Indicator: Global Compliance Goals SIA-SUS data when being confronted the available supply and use; semi-structured interview and on-the-spot observation of the service.
Interview with DSC of services users with questions concerning the main factors associated with the use of services.
Indicator: Global Compliance Goals
Variables analyzed: oral health perceived need, the demand for the service, the organizational access barrier and the type of service and the procedure used.
Analyzed variables: amount of referrals that are scheduled to the specialties of the DSC, number of patients defaulting on initial consultation and number of patients who left the specialized treatment.
it continues to its pioneering in setting public health policies in Brazil, which served as a foundation for the development of BNOHP 4 . Returning the discussion regarding fairness in the distribution of DSC, there are studies that contradict this placement. According to these studies, most of the DSC were deployed in municipalities that concentrated large demographic, best human development index (HDI) 4,17,21 and also better oral health. Thus, it was observed an inverse relationship between the number of existing Centers and unfavorable social conditions, as well as between the number of DSC and need of oral health/specialized attention 4 . This phenomenon, in which most services tends to achieve population coverage that less require your intervention was described by Hart as "reverse assistance law"
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. But, we must emphasize that studies contrary to the equity argument used different criteria regarding the classification of population'sports of municipalities (Table 1) .
The discussion of population size is relevant, because the effective functioning of DSC depends on an adequate interface primary health care (PHC) -DSC. This interface in smaller municipalities is very dependent on the agreement of consortia with other municipalities or regions to ensure the flow of referral and counter-referral.
In this sense, the ordinancesthat guided the BNOHP guidelines define the proposed deployment of units type DSC and Regional laboratory of Prosthodontics (RLP) should introduce consistency with the Regionalization Management Plan (RMP) of the State, and must be reference to the own municipality, region or micro-regionhealth 5 . At this point is relevant to address Fortuna 24 as far as your question about the conformity of regional distribution of DSC with the guideline of the regionalization of the BUNHS. According to Fortuna 24 , 77% of the municipalities with DSC and/or RLP in Brazil have up to 100,000 inhabitants. However, from these 77%, 35% are municipalities of up to 25,000 inhabitants. As for the DSC, 62% of these units are located in the municipalities of up to 100,000 inhabitants. Of that amount, 19% are in very small municipalities (up to 25,000 inhabitants).
The number of DSC in small municipalities should be analyzed with caution, since the proper functioning of these centers depends on settlements for formation of buccal health Attention networks laid down in the RMP. If this deployment is not foreseen and planned at the regional level, this indicates not only that the principles of economy of scale are not being observed, but also the operational and financial viability of these DSC can be severely compromised. This is because the DSC must achieve goals established by . Thus, it was observed that compliance with secondary attention had the highest percentage (67.5 percent) in the municipalities that are reference to medium complexity, as opposed to counties that are not reference 21 . This finding was also found by Araújo et al. 35 , whose study identifies that the DSC of Ceará state obtained a higher productivity, according to the Outpatient Database of the Unified National Health System(SIA-SUS) in relation to municipal DSC.
As for the the results of Figueiredo and Goes 17 , Fortune 24 argues that the better performance of DSC located in larger municipalities and headquarters of micro-region and assistance models is possibly related to the fact that these DSC have been planned and agreed upon as landmarks, being targeted for demands large. So, they wouldn't have found difficulties in fulfilling goals, which were the criteria for performance analysis.
Therefore, the decentralization of health services, especially the municipalization, is placed as an important factor to minimize health inequalities and rationalize resources 21 . Establish health care Networks that could allow the proper interface PHC/Secondary Attention would be important factor to a greater productivity of the DSC and, to this end, we should deploy regional DSC in micro-regions health 35 . This interface concerns in the PHC /secondary Attention integration on supply and fulfilment of services to the population. Such integration receives wide attention in the recent reform of European health systems with initiatives to strengthen primary health care. In these countries, the possible ways of interfacing with secondary attention, exceed the traditional referrals to procedures, encompassing the common definition of management protocols of cases until the development of shared care programs among specialties and basic network professionals 37 . This is because an ideal interface includes access to secondary attention (SA) of all cases referenced without barriers; these references are not relevant procedures related to PHC and occur in a timely manner. And yet, that after the referral made effective the counter-referral to PHC and that continues the healthcare routines in patients under long specialized treatment on PHC 38 . This interface PHC/SA, summarizes how the DSC should work, since the treatment offered in these units is a continuity of the work done by the network of primary health care. In the case of municipalities that are in the family health strategy (FHS), by oral health teams (OHT). Primary care practitioners are responsible at first patient care and the referral to dental specialty Centers, if the need arise, through the referral sheets.
Once completed the treatment in these centers, the individual must be counter-referral to the basic attention, for attending activities of 
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Up to 30 Thousand inhabitants Between 30-50 thousand inhabitants Between 50-100 thousand inhabitants Above 100 000 inhabitants saliba et al.
4
------Up to 10,000 inhabitants Between 10,001 and 50,000 inhabitants More than 50,000 inhabitants fortuna 24 Up to 25,000 inhabitants 25,000 to 100,000 inhabitants From 100,001 to 500,000 inhabitants Over 500,000 inhabitants table 1. Classification of municipalities about demographic ports adopted by evaluation studies of dental specialties. Source: authors. health promotion and protection 6 . Therefore, we could assume that greater coverage by family health teams, potential access to DSC upon referrals and thus its production. However, studies have shown controversial results 17, 21, 31, 37 . In studies conducted by Figueiredo and Goes 17 and Goes et al. 21 , municipalities with population coverage by the FHS exceeding 50% (condition prevalent in the municipalities of medium and large companies) had the worst performances of DSC, result other than Chaves et al. study 37 . In turn, the study of Herkrath et al.
31
, which aimed to assess the performance of the DSC of the Amazonas State, considering the structure of establishments, covering the basic care and socio-demographic indicators of the municipalities, also found that counties with higher coverage of FHS/ OHT presented the worst performances. These authors used the same instrument of analysis from Figueiredo and Goes 17 and Goes et al.
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. However, their study presented descriptive approach.
In turn, Chaves et al. 31 verified factors related to the completeness which, in turn, can be understood as a proxy of DSC´s performance in oral healthcare. Completeness was checked by the reporting of realization of basic dental treatment before or concomitant to specialized treatment by the user. The coverage of the family health program/ oral health team (FHP/OHT) in the municipality was considered a covariate health system could influence the guarantee of completeness. As an outcome, the study concluded that the ease of geographical access, presence of user referral sheet from the PHC and FHP coverage ≥ 50% influenced positively for completeness. And yet, that DSC deployment in municipalities in which the PHC is not properly structured is not recommended, because the secondary attention would be attending a free demand and running basic procedures and thus not fulfilling the principle of completeness required. The authors pointed out as limitation of their study the fact that they investigated only people who accessed the services of DSC (sample of demand), rather than also include those who have not accessed the service in such a way as to constitute a population-based sample.
In . Goal achieved, was considered the services fulfilled percentage equal to or greater than 100% standardized target for each subgroup. Under such perspective, the performance of services was ranked in: bad performance (DSC has not met any target); poor performance (DSC fulfilled just 1 goal); regular performance (DSC fulfilled 2 goals); good performance (DSC fulfilled 3 goals); and optimum performance (DSC fulfilled all the goals).
The use of secondary data from SIA-SUS, subject to consolidation errors, and also the use of an indicator whose performance rating parameter is the fulfillment of goals stipulated in ordinances which consider only the type of DSC (I, II and III), and not the potential offer of specialties procedures, were singled out by Chaves et al. 37 as probable reasons for different results. However, later study Chaves et al. 38 , seeking to overcome the limitation of earlier study 37 , sought to describe the main features of access and utilization of basic and specialized dental services in two medium-sized municipalities in Bahia with 100% coverage of the FHP through the composition of a population-based sample. In this study, the use was understood as act of joining and as a result of the interaction between the behavior of the individual who needs professional care which leads, within the health service system and the characteristics of this, and "form of entry into the health system, to perform procedures, diagnostic, therapeutic or rehabilitative". In turn, access is understood as the characteristics of the services that allow them to be more easily used by users, including accessibility as a synonym.
Among their findings, Chaves et al. 38 pointed out that there was no relevant barrier to access the specialized public attention, given that less than 2% of individuals in two municipalities evaluated did not received care. This has given rise to the hypothesis that the main barrier to access could be located in primary care. According to this hypothesis, the authors put the FHS/ OHT has the greatest potential to increase access to health services outside the traditional technical assistance model. However, it is necessary to examine to what extent the greater access to primary health care can mean better outcome to cases requiring other levels of complexity of the health system. Thus, the authors pose that their study reinforces the hypothesis that the main barrier to access is on PHC and not on specialized attention 36 . That is, their analyses are congruent with the findings of Figueiredo and Goes 17 , Goes et al. 21 and Herkrath et al. 31 , whose studies have concluded that municipalities with lower family health coverage achieved best performances of DSC.
The greatest population coverage analysis for OHT and worst performance of DSC was also held by Fortuna 24 , attributed this relationship to the lower population size of the municipality and not to the population coverage itself. This is because smaller municipalities hold best toppings for OHT and, in General, do not represent reference municipalities to medium complexity, which would compromise the fulfillment of quantitative targets as already explained previously.
Verification of the greater ease of implantation of the FHP in small municipalities took place in important studies as the research "evaluation of the Implementation of the family health program in big urban centers-ten case studies". Such research has detected problems groups in the implementation of the FHP in large municipalities: difficulties of replacing the traditional model of primary health care; obstacles in the integration and development of human resources; difficulties with regard to the monitoring of the process and results of the program; concerns about the integration of the PHC to other levels of complexity 44 . Therefore, it is necessary to study alternatives for overcoming the barriers of access to public dental assistance. In General, studies have revealed a low resolution of problems in the basic attention and persistence of traditional models of access to services, where problems persist as long queues of 32 .
As for the attention of the DSC, discusses the increasing access and reducing waiting lines could occur through reorganization of the patient flow and work processes. Such a reorganization if Sue by the inclusion of alternatives such as the implementation of prior consultations and scheduling a daily waiting list for replacement of absentees or extra markup, considering the probable lack of pacientes 36 . And yet, it is suggested the central deployment of appointments, use of protocols and reference instruments and investment in information technology, respect to the flow of routing and increasing the clinical query time 13, 41, 45, 46 . The establishment of an active query markup is seen as a way to regulate the supply and demand of health services 2 . This is because, in the area of health, the concept of regulation is related to aspects of organizing the flow of patients at various levels of the BUNHS. Therefore, regular in health refers to the task of disciplining, establish rules, order, steer and organize the flow of patients in the health system 47 . Already the increase in query time clinic, would reduce the number of trips to the DSC and, consequently, the costs to the user, decreasing the faults and empowering the chances of increasing productivity 38 . Moreover, it could provide more time for the patient listener and thus greater user satisfaction 18 . In fact, the above mentioned factors are relevant to the performance of the DSC, since study aiming to assess the rate of use of the services of these centers has identified a low utilization rate. The factors related to this finding would be barriers to access health service itself, such as the lack of a system of automatic waiting list for replacement of absentees, the absence of reference/ protocols, lack of standardization in the operative techniques used by dentists, non-compliance with the real working hours, lack of a management system with a clear definition of goals of offering specialty procedures and the realization of basic procedures of PHC in the DSC 36 . In fact, two studies indicate that the use of protocols and the appointment of queries, as well as the imposition of a regulatory central are successful alternatives for improvement of services of the DSC 23, 48 . According to Zaitter et al. 23 , the exam with sorting character performed by the dentist in individuals that potentially need Endodontic therapy, using pre-established criteria in Protocol, enables a appointments according to the individual's vulnerability and capacity for work of the service. After sorting (pre-assessment), schedule-if the query, depending on the availability of day and time of the user; confirmed scheduling transfers-if your queue name entered for specializes in Endodontics. In addition, it is made a constant updating of the register of individuals who demand endodontic treatment, with changes of address, occurrence of deaths or the carrying out of treatment in other services.
In relation to the appointments, Pereira et al.
48 demonstrate a reduction in waiting time for appointments in the DSC, due to use of an online system of marking. Such indicates Health centers (HC) vacancies for scheduling in dental specialties in health administrative regions. These vacancies are available one day a week and are distributed by "quotas" for each HC, being that the basic units are responsible to enter the system and schedule their patients. Vacancies un-filled enter again in the system and are distributed by order of access to the system. However, the authors were obstacles to the proper functioning of the marking system. These barriers were related to unethical mechanisms health centers in repeat names of individuals for the same procedure, in order to "save" vacancy in the system. This reinforces the need to adapt rules and criteria for the implementation and monitoring of effective protocols and reference. In addition, it was also found that, for the vacancies occupied initially, the units that come first in the scheduling system would be the most benefited, not prioritizing access to who else needed. In this way, going against the principle of fairness, since there was an evaluation of the socioeconomic variables and pent-up demand.
In this way, the essential is to develop work processes that enable the formation and operation of a network of buccal health attention 13, 45, 46 . Otherwise, persist a fragmented health care model in which the system services do not fit together, acting as isolated points and, consequently, do not respond to the demands of the population continuously and longitudinal 49 . The conformation of assistance networks is essential, since organizations and health professionals do not have all the necessary resources and expertise to the solution of all problems of health of a population 50 . Therefore, its implementation enhances efficiency, rationality, and access services 51 . In relation to the target population of the services of the DSC, one realizes that, although they are geared to receive any individual, there is a profile of the population which concentrates its use. According to the study conducted by Lima et al. 18 in DSC of Pernambuco, users were between the ages of 18 and 74 years (40.8% between 31 and 50 years and 40.4% between 18 and 30 years old). Most were women (73.9 percent), Browns (51.8 percent), living only (60.3%) and with the level of education to the elementary school (54 percent). As for the job/income, it was evidenced that the majority (46 percent) had a sporadic work, with equities.
Similar profile of users was found by Chaves et al. 38 in DSC of Bahia population mid-sized municipalities. Thus, the results of these studies are congruent with those of the Oral Health Brazil 2010, which found that, in fact, the adult population (35-44 years) is having a greater access to dental services 11 . That would have implications in reducing tooth loss in this population.
The study of the profile of users is important, because it may influence the satisfaction of same with the service. According to Lima et al. 18 , the fact that the users of DSC belong mostly to lower socioeconomic classes can provide a bias of gratitude (gratitude bias) in connection with the services and products made available to the population. In this sense, it is necessary to investigate, in addition to user satisfaction with the treatment or product, the technical quality and functionality of the same to the user life 24, 21 . This is because, when considering the level of user satisfaction, the evaluation of the quality of health care should assess the service adjustment to demand and be able to detect the extent to which this service meets the expectations of the patient 18 . Under this prerogative, Costa et al. 32 , when assessing full conventional dentures (FCD) made in CEO about technical quality and user satisfaction, detected that the FCD evaluated 233, 52.7% from 9.5% of inferior and superior were technically satisfactory. Despite this, 69.1% (n = 103) of respondents reported satisfaction with their prostheses. As for the functionality of these prostheses, it was observed that a sample of 138 users, 42% reported difficulties related to the FCD to perform oral activities, above all, eating, talking and smiling
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. With regard to the quality of services of the DSC, Goes et al. 21 claim that one of the ways of its improvement would be the qualification of professionals, with permanent education and establishment of residence in secondary attention to formation of skills and competencies directed to DSC. In addition, it would be important to the assessment of own technologies and procedures to the DSC, and may be conducted by the establishment of Clinical Research Network, for secondary attention, and conducting research on the impact of the implementation of the DSC in Brazil 21 . Finally, it is important to address the issue of financing, since the research involving DSC point out that, in addition to the weaknesses already mentioned, there are difficulties in this aspect which can influence on its performance. According to Martelli
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, federal financial incentives provided to the DSC are insufficient for their maintenance, the need for State and local counterparts as advocated legally. However, the author states that only in Ceará, Rio Grande do Sul and Santa Catarina's State allocation for the DSC.
From the perspective of performance evaluation, with greater financial resources services would tend to produce more favorable results. Thus, it is necessary to evaluate the governance and the capacity of Government of the munici-palities that are home to the DSC and be based on the financial transfers in accordance with their specific characteristics, such as loco-regional would be expected of a fair policy. This is because, even in the face of a proper government project (plan a team sets out to accomplish to achieve their goals), it is necessary to evaluate the variables or features that the team controls it or not and that are required to execute the plan (governance) and the experience and knowledge to the team dominates to implement your plan (capacity of Government). In this way, we would need to review the criteria for transfer that are currently carried out by type of DSC (I, II and III) .
This reports the need to revise the guidelines of BNOHP, as well as to the related regulatory Ordinances to assess this and other issues. An important issue would be the greater rigidity to the presence of a PHC services as a decisive criterion for deploying units of DSC and RLP 24 . Because, as we previously, the services in their respective health care levels need to work as a health care Network, where every point of this network have specific assignments for the scope of the efficaciousness of attention.
However, the study conducted by Fortuna 24 reveals that there are regions in Brazil where there's only presence of RLP. According to the author, the existence at the time of the RLP 526 study, 215 (41 percent) were in counties that relied solely on this type of unit, not counting DSC. In this way, one could infer that these municipalities would not be suing the change of a model of attention to health care mutilator. This is because, probably, would be going on a soft assistance where tooth extractions would be made in the basic attention to placement of prostheses made us RLP
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. However, this assertion cannot be established since specialized actions could be made available in other services, a fact not investigated.
In fact, although the DSC are more commonly known as services responsible for specialized attention in dentistry in public service, specialized attention is composed of the secondary levels of attention (medium complexity), where the DSC are inserted, and tertiary (high complexity). As for the medium complexity, in addition to the DSC, this is composed of services provided by the Urgency Dental Services (UDS) and by the Diagnosis and Therapy Service Support (DTSS). However, the DSC is the main strategy of secondary attention in Brazil In this way, this distribution of DSC hinders the conformation of an assistance network. However, the author points out that in addition to a more homogeneous distribution of the DSC health regions, it is essential that there is a prediction of flows of patients between the municipalities, and that this prediction appears in the regionalized management instruments, with a view to securing of users from different municipalities access to specialized services in oral health 24 . IE is strongly the use of planning tools as the RDP to implement a health care Network for equity in health.
Given the above, we can synthesize the deployment of DSC should be held in municipalities that have the PHC appropriately structured, so that secondary attention have basis for fulfilling the principle of completeness required 37 . Thus, potentializing the likelihood of overcoming the barriers of access to oral health services. These barriers of diverse nature: geographical and socioeconomic organizational 37 . An alternative to seek solutions to overcome these barriers is to perform evaluations to support planning and decision-making. In this regard, initiatives such as the DSC-NPIAQ should be highlighted and DSC evaluation studies should be conducted, once the object of healthcare services, life and health-disease process are quite dynamic. Thus, we must reinvigorate evaluative processes continuously.
Conclusion
The performance of DSC is influenced by forms of organization and management of work processes and contextual characteristics of places where they are deployed. Generally speaking, more developed localities showed the best results according to the performance indicators used. And yet, the implementation of regulatory centers and the formation of consortia of health were forms of organization of assistance related to the better performance of the DSC. Moreover, studies indicate the need to introduce ways of assessing the products generated in these centers according to criteria of responsiveness. This is because the indicators of satisfaction may not necessarily reflect the quality of care of the DSC.
Collaborations
FCA Machado, JV Silva and MAF Ferreira participated in all stages of preparation of the article.
